Abstract We describe a case of maxillofacial trauma in a paediatric patient in which the left mandibular condyle was superolaterally displaced into the temporal fossa, medial to the zygomatic arch which was intact and the right condyle was also displaced similarly but the zygomatic arch was also fractured on this side. Also, there was an associated mandibular symphyseal fracture.
Introduction
Superolateral dislocation of the intact mandibular condyle occurs very rarely. Only a handful of such cases are reported in the literature (Table 1) . Superolateral dislocation of the intact condyle into temporal fossa is often overlooked and requires a thorough clinical and radiographic examination for correct diagnosis. Also, there is a need for prompt management as delay leads to imperfect reduction of the condyle due to trauma-induced fibrosis in glenoid fossa.
Case Report
A 6-year-old female reported to our OPD with the chief complaint of pain in lower jaw and inability to close the mouth. History revealed that she sustained facial injuries 2 days back when she fell from roof of her house while playing.
On examination the jaw movements were severely restricted by pain with anterior open bite present. Bilateral preauricular tenderness was apparent with depressed malar prominence on right side. Intraorally, a fracture line was evident in the mandibular symphyseal region. A CT scan was ordered which revealed that left mandibular condyle was dislodged anterior, superior and lateral to the glenoid fossa into the temporal fossa deep to the zygomatic arch which was intact, whereas the right condyle was displaced in a similar fashion but the zygomatic arch on this side was also fractured (Figs. 1, 2) .
It was decided to reduce the condyles under GA and plate the anterior fractured segment. A mouth gag was placed between left posterior teeth and rotated clockwise to reduce the left condyle back into its normal position. The right condyle was reduced via direct approach using preauricular incision. The same incision was used to elevate the fractured zygomatic arch back to its normal position. The symphyseal fracture was reduced and fixed using 2.0-mm four-hole miniplates. Mandibular movements and occlusion were verified and patient was extubated. The patient was discharged on the fourth postop day with inter-maxillary fixation for 10 days to prevent the reduced condyles from returning to the preoperative position. Thereafter, IMF was released and aggressive physiotherapy was advised. On 3-month follow-up, the patient had a mouth opening of 27 mm after which the patient did not show up for next follow-up visit. 
Discussion
Allen and Young [8] have subdivided such displacement into type I (lateral subluxation) where the condyle has been laterally displaced out of the fossa, and type II (complete dislocation) where the condyle passes laterally and then superiorly to enter the temporal fossa as occurred in the present case (Fig. 3) . They also suggested that an associated fracture of the anterior mandible is necessary for a type II dislocation. Satoh et al. [9] further subdivided type II dislocations into type II A (where the condyle is not hooked above the zygomatic arch); type II B (where the condyle is hooked above the zygomatic arch); and type II C (where the condyle is lodged inside the zygomatic arch, which is fractured) (Fig. 3) . Our case had a unique presentation in a way that the intact condyles were dislodged inside the zygomatic arches in which the left arch was intact and the right arch was fractured. Also, an associated symphyseal fracture was present. Although the dislocation on the left side does fit the criteria of type II dislocation according to classification proposed by Allen and Young, it cannot be categorized into any subtype as proposed by Satoh. However, the dislocation on the right side is of type II C. Bu et al. [1] reported a case with anterior dislocation of unilateral condyle lodged inside an intact zygomatic arch and without any associated mandibular fracture. In his case, however, the other condyle was in normal position. Worthington [10] suggested a mechanism for such a dislocation stating that the soft tissue attachments around the condyle must rupture and the transverse dimension of the condylar head must exceed the lateral dimensions of the space between the zygomatic arch and the medial bony wall of the temporal fossa. For this to occur, it is necessary for at least one of following three things to happen: the zygomatic arch may fracture to provide more room for the condyle to pass; the condylar head may fracture thus decreasing the bulk; the condyle head may rotate about a vertical axis, which would require an associated mandibular fracture to facilitate rotation of the ramus.
Manual reduction is the first choice for a dislocation of the condyle [1] . Dislocation that has lasted for a few days can be corrected by closed or manual reduction [7] . In dislocations that are complicated and of long standing, reduction after midline mandibulotomy may be used, or a direct reduction through a preauricular incision. In our case, the presence of symphyseal fracture facilitated easy reduction of the dislodged condyles.
